Several organizations, including the Ministry of Health (MOH) and about 20 Non-Governmental Organisations (NGOs), currently provide sexual and reproductive health services through Community Based Distribution (CBD) programs. Planned Parenthood Association of Ghana (PPAG), (IPPF-affiliate), runs the largest CBD program, established 25 years ago. However, there has been little systematic documentation of the different NGO programs in the country, the range of services they offer, their geographical coverage, or the effectiveness of the strategies they employ. As a result, sometimes there has been duplication of programs and difficulties in making the best use of existing resources.
T TA AB BL LE ES S A AN ND D F FI IG GU UR RE ES S

A AC CK KN NO OW WL LE ED DG GM ME EN NT TS S
This study is an outcome of a collaborative effort between PPAG, Population Council, and USAID/Ghana. We would like to express our sincere appreciation to the managers and staff of these organizations for their valuable support to the study. In particular we would like to thank Laura Slobey and Lawrence Aduomum-Darko of USAID, for providing technical support, and sharing their experiences and perceptions of Community Based Distribution (CBD) in Ghana.
We are also greatly indebted to the programs managers of the Young Women Christian Association, Young Men Christian Association, Ghana United Nations Students Association, MAYDAY Rural Project, CARE Ghana, PLAN International Ghana, Ghana Registered Midwives Association, Muslim Family Counselling Services, Christian Council of Ghana, Adventist Development Relief Agency, Amasachina and Institute of Adult Education for sharing information relating to their programs.
We appreciate the dedicated participation in the fieldwork of Lulu Ahenkan-Yeboah, Esther Nagawa, Joyce Lartey, Maxwell Gyening, George Anarwat and Phyllis Sackey. Elizabeth Hammah, Selina Esantsi, Wisdom Mortoti, Paapa Agyepong participated in both fieldwork and data processing while Emelia Takyi was involved in data processing. We thank Mr. Alex Amakwah-Poku (MIS Officer, PPAG) for his participation in the development of data instruments and acknowledge the CBD Agents and Supervisors, Peer educators and Referral Point Staff who participated in the study through interviews and focus group discussions. We are indebted to these who contributed to the successful completion of the study.
Finally, we express our gratitude to the USAID without whose funding and support this study would not have been possible.
B BA AC CK KG GR RO OU UN ND D
Ghana, with a landmass of 92,100 square miles and a population of nearly 20 million inhabitants, is one of the most populous countries in West Africa, second to only Nigeria. Despite recent evidence from both the 1993 and 1998 Ghana Demographic and Health Surveys (GDHS) suggesting a declining trend in mortality and fertility, levels remain relatively high. Infant mortality dropped from 77 deaths per 1000 in 1993 to 66 in 1998, and child mortality from 155 to 119 deaths for 1000 births. Total fertility rate (TFR) also dropped from 6.4 children in 1993 to 4.6 in 1998 for women in the 15-49 age group, although with wide variations by place of residence, region and education. Actual fertility contrasts with fertility preferences -the 1998 GDHS indicates that the average ideal family size for currently married women is estimated to be four children.
Since 1970, Ghana has received external funding for its family planning activities. The major funding agencies are USAID, UNFPA, DfID, IPPF, and recently the World Bank. Even though family planning services have been provided for several years, and the GDHS shows that knowledge of contraception is almost universal, only 13 percent of married women were using a modern method in 1998 (although prevalence varies widely by location, region and education level). In addition, 23 percent of demand for family planning is currently unmet.
Various groups provide Sexual and Reproductive Health (SRH) services in Ghana, including governmental and quasi-government organizations, private organizations, and non-governmental organizations (NGOs). Most family planning services are provided in fixed clinics. There is, however, an increasingly successful social marketing program and several groups are implementing community-based models of service delivery.
For example, the MOH, with support from USAID and the Rockefeller Foundation and through technical assistance from the Population Council, is currently expanding a community-based service delivery model originally developed by the Navrongo Health Research Centre at the district level throughout the country. Over 20 NGOs have been implementing CBD projects of varying scale (JOICFP/PPAG 1998), with Planned Parenthood Association of Ghana (PPAG) as the oldest and most developed. PPAG is the IPPF affiliate in Ghana. The organization introduced the first community-based family planning information and services program in Ghana 25 years ago.
P PR RO OB BL LE EM M S ST TA AT TE EM ME EN NT T
The Government of Ghana promotes the CBD delivery approach as an important strategy that is crucial for meeting the SRH concerns of the people, especially in the rural and peri-urban populations. To date, however, there is hardly any documentation of the different programs, their geographic coverage, the strategies they use, or their effectiveness. The lack of this type of information has sometimes led to duplication of efforts, as well as to problems with maximizing the use of the limited resources available.
Experience in a variety of settings has shown that community-based distribution of contraceptives and other SRH services can improve their accessibility, quality, acceptability, and impact. A review of CBD programs in Africa (Phillips et al, 1999) indicates that they sometimes fail because of their inability to adapt to the local environment or because of their failure to build commitment. Lessons learned from several operations research studies on CBD in Africa (Africa OR/TA Project II, 1999) indicate that the following are crucial elements in the successful implementation of CBD programs: quality of care provided by the agents; agents' remuneration and job satisfaction; supervision and management structures; and the type of information and services agents provide.
Apart from some small-scale studies aimed at improving specific program elements (e.g. INTRAH/PRIME, 1996; JOICFP/PPAG, 1998; PPAG Annual Reports), the experience of PPAG and other NGOs in implementing CBD programs has not been systematically documented or assessed. If PPAG and other NGOs are to successfully expand their CBD programs, as is the intention of the NGOs and the MOH, as well as the principal donors (USAID, UNFPA), there is need to examine the current programs in light of these elements.
Because it is the largest and oldest CBD program in the country, an assessment of PPAG's program will provide guidance for many of the smaller NGO programs. In addition, the MOH sees the development of community-based service delivery models as essential for the future of health care in Ghana, and has put a lot of emphasis on the Primary Health Care program. It is therefore committed to learning about existing alternatives in both the public and private sectors, which use community mobilization as a hallmark for sustainability of health programs.
S ST TU UD DY Y M ME ET TH HO OD DO OL LO OG GY Y
The ultimate objective of this study is to provide information to guide the design, management and implementation of community-based reproductive health services. Specifically, the study sought to: ♦ Determine and map the geographic coverage of all CBD programs in Ghana; ♦ Describe the structure and functioning of PPAG's and other CBD programs; ♦ Measure the performance of PPAG CBD agents; ♦ Estimate the population covered by PPAG agents within their catchment communities; ♦ Assess the effectiveness of the CBD program's referral systems; ♦ Ascertain the perceptions of staff and managers concerning the functioning of the CBD programs; ♦ Determine whether there are client needs that are not being met, and whether there are different groups of potential clients who are not being reached by the programs.
The assessment included 13 CBD programs implemented by NGOs, but with a more detailed focus on PPAG's programs (see Table 1 ). Information on how the programs function was collected from the NGOs head offices.
Detailed data on PPAG's program were collected through interviews with CBD agents, CBD supervisors, and referral clinic staff, through focus group discussions with community members in the programs' catchment areas, and through observations of agent-client interactions. It was impossible to obtain data on program costs, which would have been used to carry out a cost analysis. 
Programs' Coverage
Although CBD programs are found in all 10 regions and 110 districts in Ghana, coverage within districts is sparse (see Table 2 ), usually being restricted to a few communities only. This low level of access to community-based programs is confirmed by the 1998 GDHS, which reported that only two percent of current modern method users received their contraceptive method from a field worker. Greater Accra has the highest number of CBD programs, followed by Eastern Region. In 80 districts there are more than one CBD program operating, with Accra Metropolitan Assembly (AMA) and Kumasi districts having the most programs. PPAG and the Ghana Registered Midwives Association (GRMA) have the widest coverage and the most agents (see Appendix).
CBD agents operate in both urban and rural areas, although some programs operate only in urban or rural areas, and some in both. Some, such as the Young Women's Christian Association (YWCA), the Muslim Family Counselling Services (MFCS), and the GRMA, have a few agents covering small catchment areas and are spread across several districts in different regions. Others, such as the Institute of Adult Education (IAE), the Ghana United Nations Students' Association (GUNSA), and the Adventist Development and Relief Agency (ADRA) have more agents who cover fewer districts and regions.
Agent Characteristics, Recruitment And Training
Literacy, age, good interpersonal skills, and residence in the community are some of the criteria used in selecting CBD agents by the majority of these programs (except where illiteracy is high). Apart from the YMCA program, which has an age limit of between 14 and 25 years, most programs prefer agents who are between 18 and 45 years old. PLAN International and PPAG also require the agents to have a regular source of income.
Some programs (e.g. MAYDAY, PPAG, and CARE) involve community representatives in the recruitment process, while others (e.g. YWCA, Christian Council of Ghana (CCG), IAE, and MFCS) use local religious groups and/or District Assemblies.
Apart from the IAE and GRMA, most programs have adopted the PPAG CBD curriculum to train both their agents and supervisors. This 14-day curriculum covers family planning, human anatomy and physiology, STDs, HIV/AIDS, infertility/sub-fertility, commodity management, community diagnosis, record keeping and reporting, and gender, population and development. IAE has developed a similar training curriculum, which GRMA has adopted and modified to include safe motherhood. 
Services Provided By CBD Agents
All CBD programs provide family planning information and education. They also distribute condoms, oral contraceptive pills and refer clients for clinical methods, as well as other basic health services. Most programs train their agents to provide information and education on STDs and HIV/AIDS; CCG's agents also provide home-based care to people living with AIDS. PPAG agents treat minor ailments and are expected to organize environmental health and sanitation activities within their communities. GRMA agents also provide pre-natal, post-natal and delivery services to clients at the community level. Some programs (e.g. GUNSA, YMCA and PPAG) have recruited younger agents as youth peer educators.
All programs use individual home visits by their agents to provide information and services. In addition, the YWCA, GUNSA, and PPAG programs use community rallies, drama, video shows, and group discussions to provide information to their communities. The IAE program also produces a newspaper and other IEC materials in which community members are involved.
Record Keeping
All programs expect their agents to keep monthly records of their activities, including numbers of new, re-supply, and referral clients, as well as the number of contraceptive and other health care commodities dispensed. The records kept vary from program to program and is determined by the range of services the agents provide. ADRA has trained its illiterate agents to use pictorial methods for record keeping. PPAG agents also keep records of all contacts made for educational or information giving purposes (i.e. with individuals, home visits, rallies, and group meetings, drama and video contacts).
For all programs, supervisors use the agents' records to compile monthly, quarterly and annual performance reports for their area of coverage. These reports are supposed to be submitted to headquarters, usually via district or regional channels. This survey found, however, that record keeping in all programs is extremely poor, and whatever records are collected are often not reported through the program structure. There is no feedback to supervisors and agents, and the quality of the reports at headquarters level is not sufficient to inform senior management and donors about program performance.
There exists no policy guidelines or mechanism to ensure that NGO programs submit their CBD records to the National Population Council. Even at the district, regional and national levels, NGOs are not required to forward their output to the respective MOH officials.
Supervision
Programs may have full-time or part-time supervisors, and PPAG, PLAN International and Amasachina have both. Some programs with full-time supervisors have high ratios of agents to supervisors, such as the YMCA (20:1) and CARE (25:1). Some programs, such as CCG, MAYDAY and ADRA, which rely on part-time supervisors, also have a high agent to supervisor ratio (20:1, 14:1, 10:1 respectively). Others, such as MFCS, GUNSA, and IAE, have a ratio of between five and eight agents per supervisor. Since increasing the number of part-time supervisors, the agent/supervisor ratio for the PPAG program has dropped from 18 to one in 1998 to 8 to one in 1999. GRMA, with the largest number of supervisors, has a 1:1 agent to supervisor ratio.
For most programs, supervisors are required to have monthly contact with individual or groups of CBD agents; GUNSA and CCG require weekly supervisory contacts. Only the PPAG, YWCA and CCG program managers mentioned that their supervisors and agents keep monthly work plans that assist in supervision of both the agents and their immediate supervisors.
Motivation And Remuneration
Apart from the GRMA, whose agents are full-time employees of the private midwives, all other programs have agents who are part-time volunteers. They all receive a small monthly monetary allowance ranging between 5,000-30,000 Cedis 5 , and/or keep a commission on sale of contraceptives. For example, the YWCA, ADRA and Amasachina give their agents a monthly travel allowance of 30,000 Cedis (US$6.60), 5,000 Cedis (US$1.10) and 25,000 Cedis (US$5.50) respectively. ADRA, PPAG, MFCS, CARE and PLAN allow their agents to keep 40 percent of the money earned from contraceptive sales. PLAN also provides a 20 percent commission on the sale of drugs, and CARE reimburses all transport costs. Most programs provide other incentives such as bicycles (GRMA, MFCS, MAYDAY, IAE, Amasachina, and PPAG), boots (MAYDAY), raincoats (MAYDAY, CARE), T-shirts (CARE), an initial supply of first aid drug kits (YWCA, PLAN), and food during festive occasions (CCG).
To motivate their agents further GRMA, YWCA and GUNSA plan to institute income-generating activities through either providing seed money for investments or linking agents to organisations that provide agro-based micro-credit facilities.
Program Performance
Severe problems with the record keeping for all CBD programs prevent a complete comparison of their performance. The only comparable data available, on the average number of contacts with new family planning clients, suggests that two of the programs are significantly outperforming the others (Figure 1 ). It should be noted, however, that MAYDAY's program suffered a major loss of funding in 1999; during the previous year its agents were seeing approximately 30 new clients per year.
Data on the average number of Couple Years of Protection provided per agent are available for only two programs: 47 for PPAG and 2 for GRMA. A lack of data from GRMA on the number of re-supply clients served precludes a full understanding of the apparent differences in performance between these two programs. PPAG is currently implementing three CBD models: the traditional model, the sexual health model, and the youth peer educator model (see box). Data were collected at the district level to represent PPAG's district-level administration, and districts were selected so as to represent both the three models and all eight regions. One district in Ashanti Region was selected to represent the sexual health model; four districts in Volta and Eastern Regions were selected to represent the peer educators' model; and two districts were randomly sampled in each of the remaining five regions to represent the traditional model. Two of these districts (Accra and Kumasi) were purposively selected to represent urban locations.
To assess program performance, 301 CBD agents representing all three models and districts were randomly selected; this sample included 99 female and 202 male agents. All agents were interviewed using in-depth questionnaires, an inventory was taken of their equipment and supplies, and their records abstracted.
Either full-time or part-time supervisors supervise CBD agents, and all 27 supervisors in the 16 selected districts were included for interview. To assess their technical skills and the quality of service provided, a random sample of 51 agents was observed providing services to six family planning clients each.
The agents interviewed ranged between 13 and 71 years, with an average age of 35 years for both women and men. Agents operating as peer educators had a mean age of less than 22. The agents in urban areas are much more likely to be male than female. Agents were both married and unmarried; the highest proportion interviewed were in monogamous marriages and the second highest were single. Most agents have completed junior or secondary school education; very few have primary or no formal schooling. The agents interviewed were primarily Protestant Christian, although there were also a number of Catholics and Muslims. Forty percent of agents were peasant farmers, while one quarter were small-scale traders or were running their own businesses. Overall, more than 70 percent of the agents earn some sort of income from other activities.
PPAG's CBD Models
To get an understanding of the communities' perspective, 15 focus group discussions (FGDs) were held with representatives of different groups from within communities served by each of the CBD models, including youth and adults, clients and non-clients, as well as inactive CBD agents.
For each site selected, all clinics in the CBD catchment area to which CBD agents refer their clients were included. One staff member providing MCH/FP and STD services on the day of the visit was interviewed at each clinic to learn about the clinics' preparedness to serve CBD referral clients, as well as the relationship between CBD agents and the clinics. In all, 20 clinic staff in 20 clinics were interviewed.
Agent Performance
PPAG agents are required to perform slightly different sets of activities in each of the three CBD models that the organization implements. Family planning remains at the core of their responsibilities and is the activity for which most information is available.
Because of the weaknesses in record keeping and reporting, the outputs produced are inevitably under-reported, and so the figures given below are the minimum performance levels. Because of difficulties in distinguishing CBD agent clients from clinic clients in the youth model, the figures in Table 3 are for those agents in the traditional and sexual health models only. In 1998 there were 924 active agents, and in 1999 there were 853 active agents. The average number of contacts per agent involving family planning clients has dropped, primarily because agents are seeing fewer re-supply clients. However, the CYP provided per agent has increased significantly. This is primarily because agents are almost doubling the number of pill cycles and condoms sold, despite a huge decrease in the number of spermicides sold. 
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Agent Training
All agents and supervisors interviewed have received basic training, and 30 percent have received some refresher training. Agents recruited in the late 1990s were more likely to have received refresher training than those who have been with the program longer.
Contraceptive Supplies
Almost all agents receive their supplies from their supervisors or collect them from the PPAG offices. A small proportion (4%) reported getting supplies from MOH clinics and drug stores. However, 42 percent of the agents reported experiencing occasional stock outs and had to sometimes refer the clients to drugstores.
Stock outs on the day of interview were quite common, with 27 percent of agents having no pills, 19 percent having no condoms and 37 percent having no foam tablets. There were significant differences between regions, however, with agents in the Greater Accra Region having the highest levels of stock outs. While approximately 80 percent of agents had a bag for carrying their supplies, only about one third had a storage container. 
IEC Materials
The IEC materials held by agents vary considerably by both type of material and by CBD model in which they work (see Table 4 ). There is clearly a need for improvement if CBD agents are to be adequately equipped to inform and educate their clients as well as the community at large. 
Record Keeping And Reporting
One quarter of the agents did not have a record-keeping book, almost one half did not have a monthly activity report book, and 60 percent did not have a client register (Table 5 ). With such high proportions of agents being without the basic materials needed to keep records and make reports, it is not surprising that the program statistics available at the district and national levels are incomplete.
Given that record keeping and reporting are clearly a major weaknesses of the program, it was somewhat surprising that only 17 percent of agents and 40 percent of supervisors reported having any problems with this aspect of their work. That there can be such a problem and the staff do not recognize it emphasizes the seriousness of the issue.
In addition to not having the materials to actually prepare and submit reports, during focus group discussion, the inactive CBD agents said that their supervisors did not always request for them. Others reported that they failed to submit reports because the incentives to do so were either nonexistent or not strong enough to motivate them -in other words, they felt that this part of the work required additional incentives, preferably financial. 
IEC
Supervision
Two thirds of agents interviewed reported that they had received at least one visit from a supervisor during the previous month (See Figure 2) . However, agents with full-time supervisors had more supervisory visits compared to those with part-time supervisors, and urban-based and female agents tend to receive more visits than their rural and male counterparts respectively.
Approximately 60 percent of agents felt that the frequency of supervision was about right. When asked whether the supervisors gave them supportive feedback during the visits, over 90 percent indicated that they did, and most of these said it happened at every visit. This feedback most often related to family planning issues. Agents reported that supervisors most frequently observed them at work, reviewed their records, gave them update training, and re-supplied commodities. 
Agent Motivation
The majority of agents interviewed consider that they receive both monetary and non-monetary incentives. Almost all (94%) of the agents reported that they receive monetary incentives in the form of 40 percent commission for sale of contraceptives. An analysis of the amount an agent would earn on average from sales indicates that the amount is, indeed, minimal: approximately 2,000 Cedis (US$0.4) per month or 25,000 Cedis (US$ 5.5) per year.
Community contributions and other cash payments play little part in the PPAG CBD incentive scheme. Community members were of the view that the PPAG had been providing monetary remuneration to the agents and as such it was not necessary for the community to do so. They were faced with financial problems themselves and could not support the agents financially.
Over 40 percent of the agents mentioned lack of incentives and lack of pay or allowances as some of the things they dislike most about CBD work. The inactive agents interviewed also cited the lack of monetary motivation as a major reason for their inactivity. However, agents did appreciate some of the non-monetary incentives they received from PPAG -70 percent mentioned the equipment and working tools provided, 45 percent mentioned the training and refresher courses, and 39 percent attending meetings. In addition, the majority (77 percent) of agents reported that they liked the opportunity to be able to help others, more than half (57 percent) mentioned the knowledge gained from training, and one third appreciated the prestige associated with CBD work. 'My people call me 'Doctor' because of this work. I know a lot of things now. Above all, people like me because I help them to space their birth' (Active male agent, Western Region).
Quality Of Care Provided By PPAG Agents
Through observations of agent-client interactions, the majority (89%) was judged to have good interpersonal skills. They were able to create good rapport with the client through greeting and inquiring about general well being at the beginning of the interaction.
All agents interviewed have received basic training in family planning, and almost all (92%) have received training on providing reproductive health information and services to youth. A similar proportion reported receiving training on signs and symptoms of STIs, although it appears that the training emphasized gonorrhea, syphilis and HIV/AIDS, and only half the agents felt the STI training was adequate.
When asked a series of questions about providing contraceptive methods, more than half the agents said they would instruct the client on how to use the pill and would use the checklist to check on contraindications. About half said they would inquire if the client has missed her period to check on pregnancy status. However, less than a third of the agents mentioned seeking information about their client's reproductive goals and breastfeeding status, discuss about condom use for STI prevention, inform the woman about side effects and how to manage them, or give the client a date for her next visit.
Knowledge on side effects of the pill was low. Very few agents or supervisors could correctly mention symptoms of severe side effects for which a woman should seek assistance. The majority of agents and supervisors knew what information to provide to a pill client who has forgotten to take the pill for one day but they were less knowledgeable when it is two days.
A composite score for knowledge on family planning indicated a significant difference between agents. The Youth Peer Educators, on average, scored four out of a possible 27 points, whereas agents in the traditional and sexual health models scored between nine and 10.
When asked to name specific STIs, almost all agents mentioned gonorrhea, HIV/AIDS, and syphilis, but few other infections were mentioned apart from candidiasis (19%). As would be expected, supervisors were better informed than the agents, and there was a significant difference in knowledge about STIs between agents for the CBD models. The Youth Peer Educators had the highest score and agents in the traditional model scored lowest. A similar trend was observed regarding the proportion of agents who know the various symptoms of STIs although the difference in models in this case was not significant.
Of the 306 interactions observed, 139 were for pill clients, 95 were for condom clients, 20 for foaming tablet clients, and 52 were of referrals for long-term methods. The checklist was used in only 22 percent of the interactions with 95 new pill clients. Of these, it was used correctly for 87 percent of the interactions. For all pill clients, the agents used the checklist in only 19 percent of the interactions. In over two-thirds of the cases, the agents asked questions to assess if the resupply client was experiencing any problems with the pill.
These observations revealed that on average, most agents provide the required information to their clients: § Over 60 percent of pill clients were provided information regarding how to use the pill, what to do if they miss the pill for one day, where to get a supply of pills, and the cost of the pills. § Over 80 percent of condom clients received information about the dual purpose of condoms, how to dispose of used condoms and the cost of condoms. Over two thirds of new condom clients had the agent demonstrate how to use the condom. § Over four-fifths of foaming tablet clients were told how to use the method, and over two-thirds were informed about sources and the cost of foaming tablets. § Almost all the clients who chose a long-term method received information regarding where to get the method and 60 percent received information regarding the advantages of the long-term methods.
However, some important information was not provided. Less than half of the new pill clients received information regarding side effects and how to manage them. About half of the new condom clients did not receive information on other sources of condom. Over two-thirds of the foaming tablet clients were not told that they should wait for at least six hours after having sex before washing, and over three-quarters were not given the recommendation to also use condoms. Less than half of the long-term method clients received information regarding the cost of the method they had chosen.
Service Integration
With the global re-orientation of family planning programs towards more comprehensive service provision, all of PPAG's CBD agents are expected to offer STI information and referral services and for the Traditional and Sexual Health models, some MCH information and referral services. During the agent-client interactions observed, the following actions concerning an integrated approach were seen: § All clients requiring services that the agents could not themselves provide were referred to the appropriate health facility. § Half of the clients observed had children below two years of age, but agents discussed immunization and child monitoring with only 22 percent of these clients. § In the majority of cases, agents discussed STI/HIV issues with their clients. Most agents gave information about how to prevent infection (92%), symptoms of infection (74%), where to get care if one is infected (74%) and STI risk factors (63%). § However, in only half of the interactions did agents enquire about the client's personal behavior, and in only nine percent of them did they ask the client about the presence of STI symptoms.
The most common reason why clients are referred is for services/methods not supplied by the agents, or for a medical check-up for general health problems. Referral clinic staff interviewed confirmed that, in addition to family planning services, agents refer their clients for treatment of minor ailments, malaria, diarrhea, infertility, post-abortion care, menopausal problems, and boygirl relationship counseling.
Agents reported that they predominantly refer their clients to PPAG and MOH clinics. However, one-third of the agents had never been introduced to the referral clinic staff by their supervisor. Out of these, 40 percent had not made any effort to introduce themselves either.
For those who have met the clinic staff, virtually all described their relationship as very cordial, friendly or nice. Over half of the agents felt that their working relationship would be improved if they were introduced to the clinics.
Services For Youth
Two of PPAG's CBD models are explicitly oriented towards serving youth, that is, young people between 10 and 24 years. Because of this, the survey collected information from agents and supervisors about their attitudes towards serving youth and their knowledge of some of the special circumstances facing youth.
Both agents and supervisors appear to have a biased attitude towards providing services to youth who have not given birth. Whereas 85 percent of agents and 23 out of 27 supervisors will provide services to a girl with a child at any age, for a girl or a boy without a child the proportions are much lower at about 15 percent only. There was a significant difference between regions, with agents from the Volta, Central, Greater Accra, and Western Regions more willing to offer services to youth with or without children at any age than their counterparts from the other regions. Female agents had a more favourable attitude towards provision of services to a boy or girl without a child at any age.
Agents were also asked who they thought had the primary responsibility for providing reproductive health information to the youth. Thirty-three percent thought parents should do it, 30 percent thought CBD agents themselves should and 20 percent said other health care providers should.
Agents and supervisors appear to be fairly knowledgeable about the physical and emotional changes experienced by adolescents at puberty, and of the health risks associated with adolescent pregnancy. With respect to boys, agents were twice as likely to mention their physical development (e.g. voice deepening, pubic hair, muscle development) than development of their sex organs. For adolescent girls, breast enlargement, pubic hair and menstruation were the most commonly mentioned. Although, as would be expected, agents from the Youth Peer Educator and Sexual Health models were more knowledgeable, the difference between them and agents in the traditional model was not great.
Knowledge of the health risks of adolescent pregnancies was not strong across all three models: only delivery complications and maternal death were mentioned by over half of the agents. Similarly, agents could not identify many of the traits of emotional changes during adolescence, with only "hard to talk to" and "insecure about appearance" being mentioned by more than half of the agents.
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PPAG staff were exposed to the limitations in their program implementation during the data collection exercise, data interpretation workshop and during the national and zonal workshops held to disseminate the findings of this study and solicit recommendations from participants. The PPAG CBD program staff have been quick in utilizing the findings of the study to improve the implementation of their program. PPAG has so far taken the following measures: a) General improvements in the program implementation. PPAG has: § Set up a committee to review the CBD manual and protocols and make necessary recommendations for improvement. § Taken a decision to have every agent undertake a community diagnosis exercise to identify, map and record the number of households, population of the various age groups, users and non-users in his/her catchment area. § Planned to implement a study to assess the cost-effectiveness of the two supervision strategies currently in place, that is, use of part-time and full-time supervisors.
b) Improvements in MIS and record keeping. PPAG has: § Developed new record keeping formats for CBD agents and their supervisors.
The new CBD record keeping formats are now in duplicate for the CBD to retain the copy and forward the original to the supervisor. The supervisors' formats are in triplicate for them to retain a copy, send the other copy to the zonal office and the original to the headquarters. This will ensure the availability of individual CBD monthly output report at the CBD, and supervisor levels and the individual supervisor's monthly reports at all the other supervisory levels. § Purchased diaries for all the CBD agents and their supervisors. c) Improvement in the CBD clinic referral system. PPAG has: § Put in place a system to have referral boxes for each CBD referral point to enable supervisors to check and record CBD effective referrals on a monthly basis. § Taken the decision to provide orientation to staff in all the referral points in CBD catchment areas.
d) Improvement in provision of IEC materials: § The committee reviewing the CBS manual is also mandated to look into the issue of flip charts and ensure that all CBD agents are provided with the necessary flip charts to enable them counsel clients effectively.
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All NGO CBD Programs
CBD programs implemented by NGOs are emerging rapidly all over Ghana. With slight variations, they are following a similar model that seeks to provide a range of reproductive health services beyond family planning, uses a fairly standardized training curriculum, relies on volunteer agents, and is implemented independently of other CBD programs. Because of poor record keeping and reporting, however, it is virtually impossible to assess and compare the performance of these programs, although it appears that even the best-reported programs are performing at or below what is being achieved by similar programs in other African countries.
The study results also suggest the following. § There is an urgent need for standard norms and guidelines for CBD programs in Ghana that provide reproductive health information and services. Much evidence is available on better practices for CBD programs from Ghana and other African countries. This experience should be tapped to guide their development. Particular attention should be paid to the issues of agent motivation and supervision, as well as financial sustainability. § NGO programs may benefit from better co-ordination of their activities amongst themselves as well as with the Ministry and commercial marketing programs. This would help to ensure equitable coverage across the country as well as to facilitate the development and adaptation of appropriate and effective operating procedures. § Highest priority should be given to strengthening CBD programs' record keeping and reporting systems so that programs and their donors can monitor performance and strategically plan future directions. This should include the development and implementation of a standardized reporting system that includes mandatory reporting to the NPC and the MOH.
PPAG's CBD Program
PPAG's CBD program is the oldest, largest and most well developed in the country. In recent years PPAG has recognized the need to re-orientate its approach to implementing communitybased services so that it can reach a wider audience and offer a more comprehensive and integrated range of information and services. The inclusion of STI and HIV/AIDS services in its traditional programs, and the piloting of their Sexual Health and Peer Educator models are good examples of this response to changing needs.
The PPAG program has been evolving over a long time, and so the experiences described by this study should be valuable to many of the other NGOs that are just starting CBD programs. Because of poor record keeping and reporting, it is difficult to assess the program's true performance, but the data that are available suggest that, for a program based primarily on volunteers, it is performing quite well compared to similar programs in other countries of the region. These findings suggest that: § As with other NGO CBD programs in Ghana, PPAG needs to strengthen its MIS at all levels so that it is better able to monitor, evaluate, and plan its activities. § Lack of monetary incentives is affecting agent performance. It is clear that commission on contraceptive sales is insufficient as a material incentive. While financial sustainability is an important consideration when deciding the proportion of its running costs that a CBD program can allocate towards agents' motivation, there is need also to consider the level of agent productivity and dropouts that may result from an insufficient allocation. Therefore, PPAG should seriously consider alternative ways of motivating agents and part-time supervisors, through strategies such as community financing, seed money for income generating activities, small monthly allowances, and linking-up agents with micro-credit agencies. § Quality of services provided by PPAG agents is acceptable, but they will require occasional updating to maintain and improve further their technical capacity. To enable agents to use the pill checklist effectively, it should be translated into vernacular languages. § The integration of STI education into interactions with family planning clients appears to be successful and needs to be sustained, although it needs to be expanded beyond the limited range of infections currently being covered. One weakness, however, is that agents tend not to ask about the client's personal risk factors and symptoms, that is, to do some preliminary screening for possible infections. This would further strengthen this aspect of integration. § PPAG should improve its commodity logistics management system to ensure that at least the minimum stock of commodities is available to all agents at any given time. § PPAG should ensure that both agents and supervisors meet regularly with the referral clinic staff to ensure that clients benefit from the referral activity.
It was not possible to gain a full understanding of the coverage provided by CBD programs, their effectiveness or their cost-effectiveness because of limitations in the availability of data. The potential would appear to exist, however, for a national scaling up of the proportion of the population served by NGO programs because every district in the country has at least one program represented, and because most programs follow a similar model of service delivery. The PPAG program is fairly typical of NGO programs in Ghana, and so this detailed assessment gives useful insights into how most NGO CBD programs in Ghana could be strengthened. Whether significant resources should be allocated to expanding and improving these programs, however, is a decision that would require an analysis of the costs required to implement such programs so that the cost-effectiveness of this model of service delivery can be compared with others.
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